sumMARY Several studies in Norway have shown large differences in risk factors for arteriosclerotic heart disease among municipalities. Today it is difficult to show specific differences in the standard of living between the various municipalities to explain these findings. However, such differences have previously existed, and were expressed by, for example, the variations in infant mortality from one municipality to another. In this work a significant positive correlation is shown between the cholesterol values among men and women aged 35-49 years and the infant mortality rate previously present in the municipalities for the same cohort. The findings indicate that poverty in childhood and adolescence, followed by later prosperity, results in high cholesterol values. The findings are related to previous work where a significant positive correlation was shown between infant mortality rates and later mortality rates from arteriosclerotic heart disease.
It has been shown that the considerable differences between the Norwegian counties in mortality from arteriosclerotic heart disease among men and women aged 40-69 years were strongly correlated with the infant mortality rate in the counties during the childhood and adolescence ofthe deceased (Forsdahl, 1977) . In that paper the infant mortality rate was used as an indicator for living conditions. The findings confirmed a hypothesis that poverty during childhood-later followed by a 'high standard of living'-must be regarded as a risk factor for the development of arteriosclerotic heart disease.
The investigation could not indicate which factor or factors connected to a low standard of living might be responsible for the increased risk. It was hinted that serum cholesterol might be an intermediate risk factor. This paper follows up the above hypothesis. It compares living conditions during childhood with a later development of risk factors for arteriosclerotic heart disease. The infant mortality rate will be used as an indicator of living conditions in this paper also.
Material and methods
Finnmark is the most northern county in Norway and it has the highest mortality rate caused by arteriosclerotic heart disease in the country (Central Bureau of Statistics of Norway, 1974) . During 1974-75 a large-scale examination of the county's population was carried out, and an attempt was made to map the risk factors for arteriosclerotic heart disease. All men and women between the ages of 35 and 49 were asked to take part, and 87 5 % of the population in this age group participated (Bjartveit, 1978 likely that the Norse population born outside the county had, on average, better living conditions during childhood than the native Norse.
The infant mortality rate for the period 1921-35 in the present study has been compiled from information in church registers. During this period, the clergy was responsible for the registration. Account has been taken of changes in municipal borders. This means that the paper is concerned with 19 different municipalities.
Associations are expressed as product-moment correlation coefficients (r), and Spearman's rank correlation coefficients (rJ). Age and sex adjustment has been made by the indirect method with the examined population of Finnmark 1974-75 as standard population.
Results Table 1 shows both the product-moment correlation, r, and the Spearman rank correlation, r8, for the 19 municipalities between the infant mortality rates in and the mean values-adjusted for ageof certain physiological and anthropometric measures recorded in 1974-75. The highest correlation was found between infant mortality in 1921-35 and serum cholesterol in 1974-75; this was observed in both men and women.
The poorer the social conditions in a municipality -expressed through the infant mortality rate-the higher the cholesterol values among the men and women still living in the municipalities of their birth (Figs 1 and 2) . If one were to use the infant mortality rate 1971-75 rather than 1921-35, this correlation disappears (male: r = 0-06, female: r = 025). There is also a positive correlation between past infant mortality and the percentage of male smokers (Table 1) . Current smokers among men are more widespread in municipalities with the poorest conditions than in the more prosperous. Other Norwegian surveys seem to support these findings. Smoking among men aged 40-60 is more widespread among the less well educated, and again it is reasonable to suspect that these men have been recruited more often from families brought up in poor conditions (Bjartveit, 1977) . In women there is no equivalent correlation between past infant mortality and current smoking habits (Table 1) . Current smoking habits among women aged 40-60 seem to indicate that smoking habits among women have developed along different social lines than they did among the men (Bjartveit, 1977) .
There is a negative correlation, although it is not statistically significant at the 5 % level, between past infant mortality and adult body height (Table 1) (Fomon, 1971) .
The positive correlation between smoking habits and early poor social conditions among men may explain the correlation between the death rate from lung cancer among men aged 40-69 and poor living conditions in childhood (Forsdahl, 1977) . It is, however, worth noting the lack of correlation in women between poverty in childhood and the current proportion of smokers, while for both men and women a strong positive correlation between early poverty and later mortality from arteriosclerotic heart disease was found.
In registering mortality in Norway the various ethnic groups are not separated, and therefore it is not possible to draw any conclusions on what the registered variations in risk factors may mean to the mortality rates of the groups. There is a study, however, which suggests that Finnish descendants in Norway have a higher mortality rate from arteriosclerotic heart disease than indigenous Norwegians (Forsdahl, 1973) .
Although there are still many unknown factors, the chances are that an increase in arteriosclerotic heart disease may be expected in the poor countries as these gradually prosper and imitate the Western way of life. In the West one may hope that the coming generation, as a result of much better social conditions in childhood, will have less arteriosclerotic heart disease than the present adult generation. One cannot be absolutely sure, however, as long as one does not know the factor or factors associated with poverty in childhood that are causing the development of arteriosclerotic heart disease in later life.
